In Pennsylvania's general acute care hospitals in 2004, there were nearly 12 000 hospital-acquired infections (HAIs) reported to a state agency, namely, the Pennsylvania Health Care Cost Containment Council (PHC4). These admissions were associated with more than 1500 additional deaths, 205 000 additional hospital days, and nearly $2 billion in additional hospital charges, as compared to hospital admissions in the same time period in which HAIs did not occur. 1 Regrettably, many persons within the health care industry believe that HAI is simply a risk of doing business-almost an expected outcome from the care of seriously ill patients, especially those in our high-technology settings such as the operating room, intensive care unit, or renal dialysis center. I believe that this supplement, titled "Hospital-Acquired Infection: Meeting the Challenge," will go a long way toward raising this anchoring heuristic and changing our way of thinking regarding HAIs.
An anchoring heuristic leads people to stick with their initial impressions, once they are solidly formed, and ignore competing facts. 2 The work of the 3 teams highlighted in this supplement will do much to help us prove the fallacy of the anchoring heuristic that infections do occur and cannot be prevented. This supplement also provides some intriguing, albeit unsettling, information regarding the link between HAI and increased hospital costs and makes it clear that it is the process of care, not the underlying clinical condition of the patient, that drives the current epidemic of HAI.
Shannon and his team demonstrate the economic burden of central line-associated bloodstream infection (CLAB). For the first time in the literature, we have accurate cost information on the margin regarding the impact of CLAB. Every hospital administrator and insurance company ought to be cognizant of this strikingly important information. Most clinicians will be surprised by Shannon's work, as his team found that there was no link between the severity of illness on admission and the risk of CLAB.
Peng and colleagues further explore the relationship between disease severity and HAI. Hollenbeak and his team found that while certain patient-specific factors were a significant determinant of risk for HAI, there was a clear and significant contribution from so-called hospital fixed effects. Again, the process of care has much to do with HAI.
This supplement will be met with skepticism by some, shock by others, and incredulity by the remainder. It will stir emotion across the health care spectrum. From this ferment, I sincerely hope we will make the necessary commitment to more deeply evaluate the contribution of processes of care to HAI and take action to change those processes for the better.
I would like to thank the 3 teams, Shannon, Peng, and Hollenbeak, for their important contribution to the literature. I would also like to thank the many reviewers, who have chosen to remain anonymous, who helped us to evaluate these articles; the generous contributors who made the publication of this special supplement possible; and the leadership of the American College of Medical Quality, who have steadfastly supported their journal. Finally, I would like to thank Mr Marc Volavka and the entire staff of PHC4 in Harrisburg, Pennsylvania.
In the last analysis, despite all of our hard work, medical care can never be error free. What we must strive for is care that is harm free. By raising the 6S Nash AMERICAN JOURNAL OF MEDICAL QUALITY anchoring heuristic that infection in the hospital is a by-product of our day-to-day business, we will go a long way toward restoring the faith of the public in what we do, reducing the cost of our actions, and improving the overall quality of medical care in the United States. I sincerely hope that this special supplement to the American Journal of Medical Quality will help us to obtain this worthy goal.
